To determine the prevalence, sociodemographic determinants, and depression correlates of intimate partner abuse among an ethnically diverse population of women patients.
very year in the United States, physical violence occurs in an estimated 4 to 6 million intimate relationships. 1, 2 Although some studies have found that the prevalence of intimate partner violence varies among different race/ethnic and socioeconomic groups, these relationships have yet to be fully established. Five national surveys conducted between 1975 and 1996 consistently found higher rates of violence among African-American 2-5 and Latino 2,6,7 couples compared with white couples. In addition, all of these national surveys found that partner violence was associated with lower socioeconomic status (SES). [2] [3] [4] [5] [6] [7] Regional population-based research has produced conflicting results with regard to these sociodemographic associations. While differing definitions of abuse limit study comparability, some research demonstrated higher rates of partner violence among nonwhite couples, 8 whereas others showed no significant associations. 9, 10 In addition, the association between partner violence and low SES has been reproduced in community-based studies. 8, 11 However, attempts to simultaneously control for race/ethnicity and SES have produced conflicting results. Although some researchers have reported that differing rates of partner violence among racial/ethnic minority groups persisted when SES was controlled, 3, 4, 8 others found that differences in SES completely explain the ethnic disparities. 6, 9 Clinic-based prevalence studies in primary care settings also have produced conflicting results regarding the associations of race/ethnicity and SES with intimate partner violence. Most researchers found that factors reflecting lower SES were associated with partner violence. [12] [13] [14] However, studies that examined rates of intimate partner violence among different racial/ethnic groups, found either no difference 14 or higher rates reported by white patients compared with nonwhite patients. 13, 15 Although it is generally believed that partner abuse often leads to serious psychological problems for women victims, 16, 17 few clinical studies have demonstrated a definitive relationship. In the absence of comparison groups, researchers have found that a large proportion of women with depression and suicidal behavior have been abused. 18, 19 A large well-controlled cross-sectional patient survey in Baltimore demonstrated significant associations between domestic violence and psychiatric symptoms, including depression, anxiety, and somatization. 14, 20 In this paper, we examine the prevalence, demographic determinants, and depression symptom correlates of intimate partner abuse in a young, ethnically diverse, low-income group of women clinic patients.
METHODS

Study Population and Subject Recruitment
The sample consisted of female patients who were seen at three outpatient clinics associated with the San Francisco Community Health Network in California. These clinics, which included general internal medicine, family medicine, and obstetrics/gynecology, were chosen because they represent diverse sources of primary care for adult women patients in the public clinic system. Together, these clinics serve approximately 100,000 women aged 18 to 45 years annually.
A sample of 1,390 patients was randomly generated using a computerized medical care utilization database for calendar year 1997. Criteria used to select the sample included female gender; race/ethnicity of either African American, white, or Latina; aged 18 to 45 years; and receipt of care in one of the three primary care clinics in the previous 6 months. Female gender was among the selection criteria because compared with men, women have a higher prevalence of partner abuse and are more likely to sustain physical injuries and incur psychological consequences of intimate partner abuse. 21 Asian women were not sampled because of the anticipated difficulties in accommodating the multiple languages spoken.
Data Collection
A telephone survey designed to identify the prevalence of intimate partner abuse was administered to a sample of adult women patients. During the data collection period of October 1997 through March 1998, an introductory letter explaining the nature of the study was sent to all 1,390 potential participants prior to telephone contact. To maximize participation, telephone calls were made at different times of the day and on weekends. Once the patient was contacted, trained female interviewers obtained verbal consent, confirmed eligibility, and established privacy and safety. Women were excluded if they did not have a verifiable telephone number; did not speak English or Spanish; were incapable of completing the survey due to acute illness or disability; or did not meet the above selection criteria. Interviews were conducted in English or Spanish. The study protocol was approved by the Committee for Human Research at the University of California, San Francisco.
Measures
The survey instrument consisted of 3 modules: (1) demographic, socioeconomic, and family characteristics; (2) general health, depression, and clinic utilization; and (3) partner abuse experiences. All respondents were asked to categorize themselves as white, African American, Latina, or "other." Socioeconomic status was assessed by way of educational attainment, current employment, and medical insurance status. Because the specialty clinic recorded in the utilization database may not have represented the women's usual source of care, respondents were asked to identify the clinic in which they receive primary medical care. Indicators of depression were identified by asking whether the respondent "had been bothered by feeling down, depressed or hopeless" (depressed mood) or "had little interest or pleasure in doing things" (anhedonia) during the past 4 weeks. 22 To estimate the level of acculturation among respondents who identified as Latina, we included a validated 4-question scale on language use. 23 The questions about partner abuse were adapted from the Abuse Assessment Screen, which has been validated in multiethnic populations through comparisons with the Index of Spouse Abuse and the Conflicts Tactics Scale. 24, 25 To define physical abuse, we asked, "Have you ever been hit, slapped, kicked, or otherwise physically hurt by your partner or ex-partner?" To define sexual abuse, we asked, "Has your partner or ex-partner ever forced you to have sexual activities?" To assess psychological aspects of abuse, we asked, "Has your partner or ex-partner ever threatened you or made you feel afraid or unsafe?" For each positive response, women were asked whether the abuse occurred in the past 12 months (recent abuse 1,2 ) or in the more distant past (past abuse).
The questionnaire was prepared in English and translated to Spanish incorporating back-translation. 26 The questionnaire was pilot tested in both English and Spanish with 75 women public clinic patients; 25 from each of the 3 target ethnic groups. Based on the pilot interviews, the instrument was modified to improve clarity and flow.
Data Analyses
To assess the relationships between ethnicity, SES, and partner abuse, the data were analyzed using SPSS statistical software (Version 8.0 for Windows, SPSS, Inc., Chicago, Ill). For comparison of means, analysis of variance was used to determine statistical significance. For cross tabulations, statistical significance was determined using Yate's corrected 2 or Pearson 2 tests. Statistical significance was defined as P Ͻ .05. The principal outcome variable was partner abuse, defined as physical abuse, sexual abuse, or threats/fear, stratified by recent (within the past 12 months), past only (more than 12 months ago), and never. Psychological aspects of abuse were included to capture those at risk for violence and adverse health outcomes. Predictor variables included age, ethnicity, marital status, education, employment, insurance status, and birthplace. We used logistic regression analysis to estimate adjusted odds ratios (OR) and 95% confidence intervals (95% CI) for the factors associated with recent intimate partner abuse. Similar methods were used to assess the association between abuse history and reported depression symptoms.
RESULTS
Study Participants
Of the 1,390 patients selected from the database, we were able to contact 1,075 women; 315 (23%) did not have a verifiable telephone number. Of the 1,075 contacted, 992 were eligible and 83 were excluded because they did not speak English or Spanish, were incapable of completing the survey, or did not meet the original selection criteria. The overall participation rate was 74% (734/ 992) of the eligible participants.
Overall, 20% of respondents reported that they received primary medical care at the general internal medicine clinic, 29% at the family medicine clinic, 28% at the obstetrics/gynecology clinic, and 23% at other local clinics. The racial/ethnic composition of participants was 31% non-Latina white, 31% African American, and 36% Latina. Demographic and socioeconomic factors varied significantly by race/ethnicity ( Table 1 ). The age of participants ranged from 18 to 46 years, with a mean of 33.5. Over one third (35%) of participants were born outside the United States; 83% of Latina participants were immigrants. Of the 256 immigrants, 32% were from El Salvador, 21% from Mexico, 14% from Nicaragua, 12% from Guatemala, and 21% from other countries. Overall, 27% of participants chose to take the survey in Spanish.
Less than half of participants were married or living with their partner (Table 1) . Latinas were most likely to be married or cohabitating. Of never married women, 40% reported that they had a current partner who did not live with them. Over half of the respondents reported having children living in their homes. Educational attainment ranged from none to postgraduate; the mean was 11.8 years of education. Almost half were employed, and over half had no medical insurance. Self-reported "fair or poor" general health and symptoms of depression were common among study participants.
Prevalence of Intimate Partner Abuse
The prevalence of recent and lifetime intimate partner abuse is shown in Figure 1 . Overall, 10% of women reported being physically abused in the past 12 months, 3% reported sexual abuse, 10% reported threats by a partner or expartner, and 15% reported at least one of these forms of abuse. Lifetime prevalence of physical abuse was 45%; lifetime prevalence of sexual abuse was 17%; and lifetime prevalence of threats was 34% . Over half (51%) reported at least one form of abuse had occurred in their lifetime. Of the 107 women reporting some type of abuse in the past 12 months, 31% reported physical or sexual abuse, but no threats or fear; 21% reported threats and fear in the absence of physical or sexual abuse; and 48% reported both physical/sexual abuse and threats. 
Sociodemographic Determinants of Intimate Partner Abuse
The prevalence of recent partner abuse was similar among patients who reported different sources of primary care: 14% at the general internal medicine clinic, 13% at the family medicine clinic, 15% at the obstetrics/gynecology clinic, and 16% at other clinics ( P ϭ .722). As shown in Table 2 , age, ethnicity, and marital status were significantly associated with recent partner abuse. The prevalence of recent abuse was highest among women aged 18 to 29 years ( P ϭ .013). There was no difference in the prevalence between white and African-American women; however, significantly fewer Latinas reported recent abuse ( P ϭ .009). The prevalence of abuse was higher among U.S.-born women (16% of U.S.-born women and 11% of immigrants; P ϭ .086) and more acculturated Latinas (15% of more acculturated and 9% of less acculturated Latinas; P ϭ .202); however, these differences were not statistically significant.
Compared with married and cohabitating women, a significantly higher proportion of unmarried women reported recent abuse ( P ϭ .007). Because the prevalence of abuse did not vary significantly between categories of unmarried women (18% of never married and 15% of separated or divorced women; P ϭ .584), these categories were combined. The prevalence of recent abuse did not vary significantly by education, employment, or medical insurance.
Based on logistic regression analysis controlling for the demographic factors that were significantly associated with recent abuse on bivariate analysis, women who were younger, non-Latina ethnicity, and unmarried were found to have a higher likelihood of recent partner abuse (Table  2 , model 1). Although education and employment were colinear ( P ϭ .002), they were inversely correlated with the outcome variable. Insurance status was not significantly associated with education ( P ϭ .158) and employment ( P ϭ .191). When all three SES factors were included in FIGURE 1. Intimate partner abuse in 734 women seen in public clinics, San Francisco, 1997. Physical abuse was defined as having been hit, slapped, kicked, or otherwise physically hurt by a partner or ex-partner. Sexual abuse was defined as having been forced to have sexual activities by a partner or expartner. Threats included when a partner or ex-partner made the patient feel afraid or unsafe. Recent was defined as the previous 12 months. 
Association of Abuse with Depression Symptoms
Compared with women with no history of partner abuse, reported depression symptoms were significantly higher among women abused in the past and recently abused women (Table 3) . On bivariate analysis, the association was linear for all categories of depression symptoms ( P Ͻ .001). Reported depression symptoms were significantly higher among older women and unmarried women; however, symptoms did not vary significantly by ethnicity, education level, employment, medical insurance, or immigration status. After adjusting for age and marital status using logistic regression, the strength of the associations increased (Table 3) . Notably, among recently abused women, reported depression symptoms did not vary by the different types of partner abuse (data not shown).
Self-reported general health and clinic utilization were not significantly associated with a history of partner abuse; however, approximately one third (34%) of ever abused women reported seeking care for abuse-related problems.
DISCUSSION
In this sample of ethnically diverse, low-income women patients, the prevalence of physical abuse in the past 12 months was 10%. This estimate is comparable to those from national surveys. 1, 2, 7 By expanding the definition of abuse to include sexual abuse, threats of violence, and fear, we found that the 12-month prevalence of intimate partner abuse was 15%. This prevalence of partner abuse was similar among primary care women patients regardless of the specialty clinic attended.
We did not expect to find a significant discrepancy between reported physical/sexual abuse and reported fear. However, among women reporting abuse in the past 12 months, 39% of physically/sexually abused women did not report experiencing threats or fear. The reasons for this discrepancy are unclear. Perhaps many women experiencing violence were in denial about the seriousness and risk. Alternatively, the violence they experienced may have been minor, occurred under unique circumstances, or had discontinued by the time they were interviewed. Of additional note, 31% of women who reported threats and fear in the past 12 months did not report concurrent physical or sexual abuse. It is unclear whether these women are at higher risk for future violence or adverse mental health consequences. These findings underscore the importance in both research and clinical practice to include measures of psychological abuse, perceptions of seriousness and risk, and the context of abusive or violent behavior.
Our finding that there was no difference in the prevalence of partner abuse between African American and white women is inconsistent with prior prevalence studies. [2] [3] [4] [5] 8 By sampling from a group of public clinic patients, the socioeconomic variability within our sample was reduced. Our findings may indicate that African Americanwhite differences found in other study populations were confounded by SES. Alternatively, instruments designed to assess partner abuse may vary in their sensitivity and specificity in measuring abuse among different racial/ ethnic groups.
In our study population, ethnicity was a significant predictor of partner abuse and was independent of SES factors. Compared with white and African-American women, a smaller proportion of Latinas reported recent partner abuse. Although consistent with one national survey, 4 several studies have found that the 12-month prevalence of partner violence among Latinas was higher than among whites. 2, 6, 7 One reason for this discrepancy may be that by providing interviews in Spanish, we included a greater proportion of less acculturated immigrant women. Although the differences did not reach statistical significance, our results indicated that prevalence of recent abuse was lower for less acculturated Latinas compared with more acculturated Latinas. Similar results were obtained in a study that found the prevalence of partner violence was over 50% higher for U.S.-born Latinos compared to immigrant Latinos. 10 These ethnic differences may be influenced by cultural beliefs and norms regarding violence, gender, and the family. Alternately, our measures may be less sensitive in the less-acculturated group because of underreporting or misinterpretations.
In contrast to prior studies, 1, 2, 4, 5, 11, 12, 14 we found no association between recent partner abuse and SES measured as education, employment, and medical insurance status. One explanation for discrepant findings between studies may be the use of inexact and inconsistent measures of SES. Standard measures generally include household income, education, and employment; however, some researchers have included variables such as medical insurance status, the receipt of welfare benefits, and the partner's education and employment. 2, 11, 14 Given the distribution of responses for the SES variables within our sample, we are confident that these factors have only a minimal effect on reported partner abuse history. However, by sampling from public clinic patients, we may have selected for homogeneity in unmeasured SES factors.
In this patient population, younger age and unmarried status were found to be independently predictive of recent partner abuse. The higher prevalence of partner violence among younger women has been well established in national surveys. 1, 4, 5, 7 Our finding that unmarried women are at higher risk of abuse is consistent with other clinic-based patient surveys. 13, 14 In addition, regional community-based studies have found significantly higher rates of violence toward separated and divorced, 8, 11 and never married women. 11 Unfortunately, most national surveys have been limited to persons who are married or cohabitating, 1,2,4,7 thus women who are assaulted or abused by former intimate partners or dating partners are excluded from the analyses. Given the evidence that these women are at the highest risk for abuse and violence, these groups should be included in future research on intimate partner abuse and violence.
Future research to examine the relationship between intimate partner abuse and sociodemographic factors needs to combine well-designed sampling strategies and validated measures of race/ethnicity and social class. Determinants of SES should include data for the victim, partner, and household. Furthermore, measures of abuse and SES should be validated in multiethnic populations to ensure cross-cultural validity and reliability. Although our research produced interesting findings, further research is needed to ascertain these relationships in different populations and to explore the underlying social and cultural factors, including immigration and acculturation, that potentially impact the occurrence of partner abuse.
Consistent with prior research on psychiatric symptoms among abused women patients, 14, 20 we found a significant association between reported depression symptoms and partner abuse history. Unlike the prior study, our research focused exclusively on violence and abuse perpetrated by intimate partners. In addition, our findings confirm the association among ethnically diverse lowincome women patients. Although the temporal or causal relationship cannot be established, understanding that partner abuse often coexists with physical and mental health problems is essential to improving the quality of health services for abused patients. In general, women who are identified in a clinic setting as abused should be evaluated for depression.
The findings in this study are subject to limitations. The sample was drawn from three clinics in an urban area and cannot be generalized to all ethnically diverse primary care clinics. While our study had an adequate response rate, we were unable to sample the estimated 10% of low-income patients without telephones, 27 which limited the representation of our sample. In addition, this study is limited by self-reporting of extremely sensitive issues which could underestimate the prevalence.
Primary care providers encounter many patients who have a history of intimate partner abuse. Our finding that 15% of women primary care patients have been abused (physically, sexually, or psychologically) by an intimate partner in the past year and an additional 36% have been abused at some time in their lives is cause for concern and action. The U.S. Preventive Services Task Force, as well as many national health care organizations, recommends routine inquiry for intimate partner abuse by health care providers. 28 Health care professionals who provide primary care to women in any type of medical setting have the opportunity and obligation to ascertain the occurrence and severity of intimate partner abuse. Furthermore, clinicians should provide abused patients with referrals to available resources and, if requested, intervene in ways that maintain their safety and confidentiality and encourage empowerment.
